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Introduction 
Cardiac myxomata ccount for 50% of all primary 
cardiac tumours, 75% of them arising in the left at- 
rium. ~ They are rare, occurring in up to 0.03% of post- 
mortems. 2 The clinical presentation of myxomas can 
be misleading. Systemic manifestations include em- 
bolisation and non-specific constitutional features 
mimicking connective tissue diseaseY A case of left 
atrial myoma presenting with peripheral embolisation 
causing acute on chronic lower limb ischaemia is 
presented, illustrating the importance of histological 
examination of embolic material retrieved at operation 
and the diagnostic uncertainty frequently associated 
with cardiac myxomata. 
Case Report 
A 43-year-old woman was admitted urgently with a 
12h history of acute left calf pain associated with 
a cold, numb and cyanosed left foot. Examination 
confirmed an acutely ischaemic foot and marked calf 
tenderness. No pulses were palpable on either side 
distal to the femoral pulses. She was in sinus rhythm. 
Three years previously she had been extensively 
investigated for exercise-induced, bilateral calf and 
thigh pains, accompanied by elevated inflammatory 
indices. She underwent reatment with steroids for 
presumed myositis despite normal muscle biopsies. 
At this time the case notes record bilateral palpable 
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pedal pulses, but no other formal assessment of her 
peripheral vascular status was made. 
After some initial improvement, the symptoms had 
intensified in the 6 months prior to her admission, and 
were accompanied by superficial ulceration of several 
toes. She had been referred for a formal vascular 
opinion 3 months previously, and interestingly, by 
this time, although the ulceration had healed spon- 
taneously, both feet appeared ischaemic (worse on the 
left) and she had lost her pedal pulses bilaterally with 
only weakly palpable femoral and popliteal pulses. 
Her Doppler indices measured 0.4 at both ankles. The 
clinical impression was that her symptoms were highly 
suggestive of intermittent claudication and her signs 
were consistent with a diagnosis of aortoiliac disease. 
It was also suggested that the previously raised in- 
flammatory indices could have reflected aconcomitant 
vasculitis. An arterial duplex scan had been requested 
as the first-line investigation. She was smoking 15 
cigarettes per day at the time of admission and also 
reported increasing dyspnoea in the preceding 2 
weeks. 
A right transfemoral rteriogram demonstrated nor- 
mal inflow vessels bilaterally, but occlusion of both 
profunda vessels and both superficial femoral arteries 
at the level of the adductor hiatus. On the left there 
were no named vessels below this level; on the right, 
the popliteal artery refilled via collaterals, with only 
single vessel run-off into the foot. The appearances 
were consistent with embolisation (Fig. 1), although 
the pattern of occlusions and the presence of collateral 
vessels uggested long-standing ischaemia. 
Surgical exploration revealed occlusion of the left 
popliteal artery by pale yellow thrombus. Full bore 
inflow was established by proximal embolectomy, but 
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the catheter would not pass distally. Each of the tibial 
vessels was explored in turn. The anterior and pos- 
terior tibial arteries were obliterated throughout by 
organised, fibrous plaque, suggesting long-standing 
occlusion. Only the peroneal artery was patent. A non- 
reversed, ipsilateral long saphenous vein bypass was 
performed between the below-knee popliteal artery 
and the peroneal artery mid-calL with satisfactory 
revascularisation f the foot. 
Histological examination of the thrombus clinched 
the diagnosis and demonstrated an embolus from an 
atrial myxoma. Subsequent echocardiography con- 
firmed a previously unsuspected, pedunculated left 
atrial myxoma (Fig. 2). She was urgently referred to 
cardiac surgery and underwent successful excision of 
the tumour. 
Fig. 1. (a) Trans-femoral arteriogram showing contrast outlining the 
profunda (PFA) and superficial femoral arteries (SFA). Some of the 
branches of the PFAs demonstrate sharp cut-off points, suggestive 
of embolisation. The SFAs at this level are normal. (b) Subtracted 
arteriograms from the same study, showing occlusion of the left 
distal SFA and no filling of vessels beyond the knee. On the right, 
there is again an abrupt occlusion of the SFA, but the distal popliteal 
and anterior tibial artery refill via collaterals. The presence of 
collaterals implies a chronic occlusive process, and this was borne 
out in the history of the case. 
Discussion 
Cardiac myxomata may present with cardiac or sys- 
temic manifestations and the diagnosis hould be con- 
sidered in unexplained cardiac failure, suspected 
mitral valve obstruction, endocarditis with negative 
blood culture s, peripheral embolisation in young 
patients and atypical connective tissue disease. 2'3 The 
most common constitutional symptoms and laboratory 
findings are prolonged fever, weight loss, myatgia or 
arthralgia, elevated erythrocyte sedimentation rate, 
anaemia nd leukocytosis. 
A myxoma is usually pedunculated with a fibro- 
vascular stalk. The semi-transparent, gelatinous type 
of myxoma (as in this case) has a greater tendency to 
embolise due to its fragile stucture and loose attach- 
ment. 2Cerebral embolisation is most frequent. 4 Through 
embolisation, myxomata may cause recurrent strokes, 
peripheral ischaemia or, if right-sided, pulmonary em- 
bolism. Emboli sometimes exhibit a 'malignant' potential 
by infiltrating the walls of systemic arteries, giving rise 
to myxomatous pseudoaneurysms. 2 
Emboli may consist of tumour material (as in this 
case), overlying mural thrombus, or both. The histo- 
logical examination of embolic material found at 
surgery may confirm a previously unsuspected myx- 
omatous origin. Negative findings at microscopy do 
ot, however, rule out the presence of a tumour. 
Cardiac ultrasound enables diagnosis and pre- 
operative assessment and is useful for postoperative 
surveillance. Cross-sectional echocardiography is the 
diagnostic method of choice, and permits imultaneous 
functional assessment of any valvular stenosis or 
cardiac insufficiency caused by the tumour. 2-5 Trans- 
oesophageal echocardiography provides an even more 
Eur J Vasc Endovasc Surg Vol 14, December 1997 
504 Y.G. Wilson et al. 
Fig. 2. Echocardiogram showing pedunculated myxoma in the left atrium. 
LA=left atrium; RA=right atrium; LV=left ventricle; RV=right ventricle; Myx=myxoma; mv =mitral valve; ivs=inter-ventricular 
septum). 
accurate preoperat ive assessment regard ing size, po- 
sition, attachment and mobi l i ty  of the tumour  wi thout  
the risk of f ragmentat ion and embolisation, as may occur 
dur ing cardiac catheterisation. Cardiac catheterisation 
was prev ious ly  useful in cases wi th  equivocal or negat ive 
echocardiography,  but  now magnet ic  resonance imaging 
is the preferable alternative method.  
This case of p rev ious ly  unsuspected  l ft atr ia l  myx-  
oma i l lustrates the d ivers i ty  of p resentat ion  and the 
d iagnost ic  roles of h isto logical  examinat ion  of embol ic  
mater ia l  and of echocard iography.  The d iagnos is  
shou ld  be cons idered  in all cases of embol i sat ion  in 
young pat ients.  
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